THE patient was aged 37. She had miscarried once fifteen years ago, and there had been no subsequent pregnancy till the one here recorded. When seen in the out-patient department on May 23, 1912, in the seventh month of pregnancy, the child was presenting by the breech in the third position, and subperitoneal fibroids were felt at the left side of the fundus. The pelvic measurements were full size. There was slight cedema and some frequency of micturition at this time. The urine contained a slight cloud of albumin. There were no casts. The patient was dieted and given rest and salines, and the albumin disappeared in a few weeks. The quantity of urine passed at this time was practically normal.
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The obstetric assistant was called on July 23, and found that the membranes had ruptured, but there were no pains. The liquor amnii continued to dribble away till August 2 (ten days later), when labour pains began at 10.30 p.m. It was a footling presentation, and the os was the size of a florin, aind the feetal heart 140. At 2.30 a.m. a foot was brought down, but no progress was made during the next two hours. At 5 a.m. the patient had a typical eclamptic fit followed by another at 5.20, and a third fit at 6 o'clock. The urine contained a thick cloud of alburmiin. I saw the patient for the first time at 7 a.m. She was under the influence of chloroform. Pulse 130. The uterus was very large, and during contraction as well as relaxation was irregular in outline. No further advance had been made since the foot was brought down and it was decided to assist delivery. The patient was given l gr. inorphia hypodermically, and light chloroform ancesthesia was nmaintained. The legs, body, and arnms of the child were easily delivered, but on passing the fingers of the left hand through the cervix it was found that the head could not advance, as there was a firm ring of contracted muscle surrounding the neck. The part of the uterus above the ring, however, alternately contracted and relaxed. The uterus was still abnormally large. Irregular fibroids were now clearly felt at the fundus, but there was also a large mass in the body of the uterus, the outline of which became obscured on contraction. It was difficult to decide whether this was due to a hydrocephalic head or to the presence of another fibroid plus the head. The cord had ceased to pulsate when the body of the child was delivered: the spinal canal was therefore punctured in the lower dorsal region, partly to confirm the diagnosis, and in case of hydrocephalus to reduce the size of the head. The cerebrospinal fluid flowed freely. Steady traction on the child was now kept up with the object of overcoming the contraction ring, and it was also an advantage because thereby the fluid flowed away more rapidly. In fifteen to twenty minutes the ring relaxed and a partially collapsed hydrocephalic head was easily delivered. The placenta and membranes followed almost immediately and the uterus contracted well. There was very little hamorrhage.
The patient had two fits after delivery at 7.50 a.m. and at 8.30 a.m. During the next twenty-four hours she was given repeated saline infusions per rectum and under the breasts, and alkaline infusion into a vein, with chloral hydrate and bromide four-hourly. The temperature rose to 1010 F. on the following day and remained above 1000 F. for three days. On the third day she became jaundiced, the discoloration lasting for twenty-four hours. The albumin gradually disappeared from the urine and was absent by the third day. From the fourth day onwards she made an uninterrupted recovery.
I venture to bring this case before the Section since it illustrates the usefulness of steady traction on the child in overcoming a contraction ring in the second stage of labour, and the aid of lumbar puncture in the diagnosis and treatment of hydrocephalus when diagnosis was obscured by the presence of fibroids and the ring, and treatment by perforation of the head was impossible.
DISCUSSION.
Dr. EDEN said that Mr. Clifford White's paper was a very valuable one, for it was the first attempt which had been made to formulate the anatomical and clinical distinctions between the contraction ring and the retraction ring. He thought that the contraction ring would now take a definite place in obstetric teaching, and it was gratifying to them to recognize the important part which had been taken by members of that Section in elucidating this very difficult subject. Dr. Russell Andrews, Dr. Maxwell, Dr. Williamson, Dr. Willett, and now Mr. Clifford White had all presented papers to the Section dealing with the contraction ring as it had come under their notice, and their contributions would be generally recognized as forming distinct advances in our knowledge. He had himself only seen two cases in which a contraction ring had formed; in both there had been prolonged instrumental interference, but the mechanical difficulty in each case was easily dealt with, as the body of the child was partly delivered and the retained portion could be broken up without difficulty.
Dr. ANDREWS congratulated Mr. Clifford White on his very able paper, and said that the distinction which he had drawn between contraction and retraction rings seemed to be the clearest and soundest that he had met. He had been interested to note that in the specimen shown by Mr. Clifford White the contraction ring had fitted into the groove at the back of the neck, and was much more marked on one side of the uterus than on the other. In his own case shown before the Section some years ago 1 Dr. Andrews had drawn attention to the fact that the ring fitted accurately into a groove on the body of the fcetus, and had suggested that this was the cause of the oblique direction that was taken by the contraction ring in many recorded cases.
Dr. GRIFFITH congratulated Mr. Clifford White on the admirable paper he had read. He was doubtful if it was quite wise to apply the terms "contraction " and " retraction " to these so-called rings, unless there was general agreement as to the exact meaning of retraction, whiclh was doubtful. The retraction ring was merely the lower edge--of the tightly contracted and thickened uterine wall. The contraction ring was a local contraction and thickening, limited to a small ring-like area in the wall of the uterus.
Dr. HANDFIELD-JONEs narrated a case where a Caesarean section had been necessary, owing to the retention of the fcetus by uterine contraction. In this case the uterus was divided into an upper and lower cavity by the contraction ring. In the lower cavity the head and one arm of the faetus were contained, while the rest of the infant was situated in the upper section. It was necessary to divide the uterine wall through the obstruction ring before it was possible to remove the fcetus from the uterine cavity. The wall of the organ was not much thinner in the lower than in the upper segment of the uterus. He also drew attention to cases where a contraction ring was present in connexion with adherent placenta. He thought it was difficult to draw a hard and fast line between contraction rings and retraction rings.
Dr. WILLIAMSON said that he agreed entirely with the terms contraction" and "retraction" rings as suggested by Mr. Clifford White. Unlike Dr. Griffith, he did not think that any great difficulty was encountered in attempting a definition of muscular contraction and retraction. The definitions he personally taught were these : Contraction is a property of muscle in virtue of which it shortens and becomes tense; contraction is followed by relaxation, the muscle returning to its original length and losing its tenseness. In retraction the muscle shortens and becomes tense, but after losing its I Proceedings, 1908, i, p, 145. tenseness fails to return to its original length, and remains permanently shortened." Bearing in mind these definitions, contraction and retraction were proper terms to apply to the rings described. Dr. Williamson regretted that the term " active retention of the fcetus by the uterus " had been omitted from the paper; this term was suggested some months ago by Dr. Eardley Holland, and it expressed in an admirable fashion the condition produced during labour by the presence of a contraction ring. It was a term which ought to be preserved, for it gave an actual description of what happened without implying any theory of origin of the ring. It would be well if obstetricians would agree to employ this term to indicate the condition discussed to-night, for the many conflicting terms employed at present obscured the subject and led to much misconception. One method of treatment which had been employed had not been mentioned, but Dr. Williamson mentioned it only to condemn it: cases had been treated by internal division of the contraction ring; such treatment was dangerous in the extreme and ought never to be employed. There was very little to criticize in the admirable paper to which he had just listened, but he could not accept the final conclusion. If he understood Mr. White aright, it was advised that Caesarean section should be performed in all cases and removal of the uterus if the child were dead. This conclusion was far too sweeping. A case recently recorded by Dr. Willett proved that in some instances these severe procedures were unnecessary and were therefore unjustifiable, though, of course, there remained a considerable number of cases in which Caesarean section, with or without removal of the uterus, was the safest and best procedure.
Dr. AB3ERNETHY WILLETT wished to add his congratulations to Mr. White on his interesting and instructive paper. He thought that the specimen showed that it would have been impossible to deliver the patient per vaginarn, as the tightness of the ring must prevent reposition of either arm or leg. Traction from below was obviously only applicable when the "lie" of the child was longitudinal and the ring the only mechanical obstacle to delivery. He would like to ask Dr. Willey if she could say how far above the external os the ring was situated in her case.
Dr. EARDLEY HOLLAND said, that although the true significance of the contraction ring was a modern conception, it had, nevertheless, not escaped the observation of Smellie, and he read out from "A Collection of Preternatural Cases and Observations in Midwifery," Smellie's account of a case he encountered in the year 1743. The account of this case was headed: " A laborious one : the Uterus contracted before the Shoulders of the Fcetus." At the present day we had a clear conception of the clinical differentiation between cases of contraction and cases of retraction rings, and Mr. White had admirably summarized in the table contained in the first part of his paper the views of those who had written on the subject. The important point now remaining to be studied was the exact anatomical site of the ring of contraction, whether it was at the os internum or above or below this point. The present specimen lent itself admirably to such an investigation, and Dr. Holland was disappointed that this had not been carried out. He noticed that small pieces for microscopical sections had been taken from the neighbourhood of the ring, but very little could be learned from these: the pressure of the fcetus always destroyed the histological details on the surface of the uterus in contact with it. Much, on the other hand, might be learned by making a large microscopical section, 4 in. or 5 in. in length, through the whole thickness of the uterine wall. In such a section isolated cervical glands or their remnants would be more likely of detection, and, what was even of more importance in marking the site of the os internum, the arrangement of the muscular fibres could be studied. This latter point he himself was engaged in investigating at the present time, and he hoped before long to present to the Section the description of a uterus taken from a woman who had died in the second stage of an obstructed labour, which he hoped would go a long way towards settling the controversy which still raged around the "lower uterine segment." In this specimen Dr. Holland had particularly avoided making frozen sections, but had hardened the uterus in 5 per cent. formalin for a few days before opening it, by which means the histological details had been well preserved. In all probability it would be shown that both contraction and retraction rings occurred at the same site in the uterus-viz., at the level of the os internum. If Mr. White cared to have such large sections made from his specimen, and would give Dr. Holland the requisite piece of uterine wall, he would have the sections cut on the large microtome he was in the habit of using at King's College.
The PRESIDENT (Dr. Amand Routh) heartily congratulated Mrs. Willey on the successful treatment of the numerous complications in her case. He also considered the Section fortunate in having bad so admirable a paper from Mr. Clifford White. In listening to his numerous points in the differential diagnosis of contraction and retraction as unfolded in his paper, he felt that at last some real scientific distinctions between the two conditions were being evolved out of chaos, but somehow cases he could recall did not always fit into these differential grooves. He noticed that one of the points of differentiation in the table at the beginning of the paper was the readiness with which a retraction ring could be felt by abdominal palpation, and the difficulty of thus recognizing a contraction ring. Later on in the paper the author agreed that the retraction ring was very infrequently felt, so that this point of difference was not of great practical value. As regards the treatment of a contractionl ring, where steady traction did not easily overcome the resistance, and the fcetus could not be reduced in size, as in Mrs. Willey's case of hydrocephalus, or Dr. Eden's case of fcetal ascites, he thought that if the child were living and the case " clean," abdominal Csesarean section was indicated.
Miss ALDRICH-BLAKE asked the reader of the paper if, at the time of operation or subsequently, he had been able to settle the relation of the contraction ring to the internal os. It appeared to her probable that the ring was actually the internal os. Miss Aldrich-Blake said she did not practise midwifery, and had therefore no experience of these contractions at full term, but within the last year she had had a case of incomplete miscarriage in which membranes and placenta, with a good deal of organized blot-clot, were retained in the cervical canal, the internal os being almost completely contracted behind the mass, and the uterine cavity proper being found on further exploration to be small and almost empty. The external os was also quite small. The patient was a young married woman pregnant for the first time, who after a fright at three and a half months began to bleed per vaginam. The losses had been going on for five weeks with little pain up to the time of admission.
Mrs. WILLEY, in reply to Dr. Willett, said that she judged the contraction ring in her case was somewhere between 2 in. and 3 in. above the external os.
Mr. WHITE said, in reply to the President, that he had never been able to palpate a retraction ring through the abdominal wall, and knew that several of his colleagues also had not. It would be of interest to know the experiences of others in this respect. Dr. Eden's cases, again, showed the importance of manipulations and maceration of the fcetus as causal factors. In reply to Dr. Griffith, he thought the most important points in differentiating the two conditions were the lax wall below the ring, the comparative mobility of the presenting part, and the good general condition of the patient. The other question had been answered by -the remarks made by Dr. Williamson. Regarding the question of treatment raised by the latter, he did not mean that removal of the uterus was necessary in any but septic cases. In clean cases the division of the ring by prolongation of the uterine incision had enabled the child to be successfully delivered by conservative Caesarean section in at least five cases. But owing to the fact that in cases with a contraction ring embryotomy did not offer an easy means of delivery (as in cases of dystocia from contracted pelvis), it might be necessary to deliver per abdomen, even when the uterus was infected, and then it was safer to remove the septic uterus either before or after the extraction of the child. He had not mentioned Dr. Holland's expressive term, as the condition was already described in the literature under at least seven different names (ring of Miller, Schroeder, Bandl, hour-glass contraction, retraction ring, contraction ring, close application of the uterine wall to the fcetus), and new nomenclature would only add to the confusion, especially as in all recently published cases, both in England and America, the term "contraction ring" had become well established. In reply to Dr. Handfield-Jones regarding adherent placenta, he believed that the majority of cases of so-called adherent placenta were in reality slight cases of contraction ring, for the following reason: The number of cases on the University College Hospital Maternity District requiring manual removal had been seventeen to twenty per annum, but for the last three years very firm continuous pressure on the fundus under full anesthesia had been tried in every case, and the number of removals by hand had fallen to three or four each year. He was much interested in Smellie's case which Dr. Holland had read; the earliest case he had found was fifty years later. He had made many sections in different places to try to get histological details, but owing to gaseous decomposition of the foetus it had been necessary to inject 40 per cent. formalin to stop the putrefaction spreading in so large a specimen, and all histological detail in the lining had been destroyed. This would apply equally to a large section as to many small ones. For similar reasons he regretted that he was unable to answer Miss Aldrich-Blake's question about the internal os. He congratulated Mrs. Willey on the success she had hadwith continuous traction in her difficult case.
